Aim. The aim of this study was to identify the factors contributing to lasting change in practice following a recovery-based training intervention for inpatient mental health rehabilitation staff.
Introduction
Mental health rehabilitation services provide specialist assessment, treatment, interventions and support to people whose complex needs cannot be met by general adult mental health services. They include community services, supported accommodation and vocational rehabilitation services and inpatient rehabilitation services (Joint Commissioning Panel for Mental Health 2013) . This paper focuses on inpatient mental health rehabilitation services, which provide specialist tertiary care to people whose complex needs prevent them being discharged to the community following an acute admission. Of the 60 National Health Services (NHS) mental health trusts in operation in England in 2009, all had at least one inpatient (or community-based equivalent) mental health rehabilitation unit (Killaspy et al. 2013b) .
Globally, mental health rehabilitation services have increasingly adopted a recovery-based approach (Shepherd et al. 2008) . There are different interpretations of what 'recovery' actually means to practitioners and service users (Bonney & Stickley 2008 , Aston & Coffey 2012 ). Anthony's definition (Anthony 1993) describes living a meaningful and hopeful life, despite the impact of a mental health problem. The Guidance for Commissioners of Mental Health Rehabilitation Services (Joint Commissioning Panel for Mental Health 2013) emphasizes that staff should work with service users in a collaborative partnership to identify and work towards personalised goals and that the service culture should embody and facilitate hope, agency, opportunity and social inclusion. As part of rehabilitation and recovery, gradually increasing a person's engagement in a range and balance of activities of varying complexity has been found to enhance service users' health and functioning . Activities of daily living (e.g. self-care, housework, shopping, cooking and budgeting) prepare the person for living successfully outside hospital and leisure and vocational activities (e.g. attending courses or doing voluntary work) promote confidence and social skills.
Extending traditional roles of mental health nurses and other members of the multidisciplinary team for increased focus on recovery may, however, be challenging. Repper and Perkins (2003 p. 71-76) have outlined how some attitudes and actions of mental health workers (such as being overly optimistic, being overly helpful, or using distancing strategies) may be at odds with recovery-based practice. Staff training may be one strategy for improving inpatient recovery-based care (Kidd et al. 2014 p. 246) .
Background
As part of a programme of research into inpatient mental health rehabilitation services in England (The REALRehabilitation Effectiveness for Activities for Life study) carried out between 2009 and 2015, a training intervention (GetREAL) was designed to help staff gain confidence and skills to help service users engage in activities in the unit and in the community. The GetREAL intervention has been
Why is this review needed?
It is desirable to increase recovery-based practice in inpatient mental health rehabilitation, but role extension of nursing and other staff groups can be challenging. Staff training may encourage increased recovery-based practice in inpatient mental health rehabilitation, but there have been few long-term evaluations and no reviews, of the effectiveness of such training programmes. Realist methodology enables an investigation into the complexity of the inpatient mental health rehabilitation setting, to understand why and how staff training interventions aimed at increasing recovery-based practice, should 'work'.
What are the key findings?
Rapid realist review methodology was used to articulate and prioritize programme theories describing configura- How should the findings be used to influence practice?
Pre-intervention exploration should be undertaken to identify potential organizational, structural or staff team issues that might cause problems for embedding recovery into organizational practices through staff training. In a challenging organizational environment, expecting staff engagement with change may be unrealistic. If the organization is ready for change, the training programme and other organizational contexts and structures can be optimised for staff to feel receptive to change and supported to change. described elsewhere (Cook et al. 2012) . It was evaluated using a cluster-randomized controlled trial (Killaspy et al. 2013a) , which found no significant difference in service user activities at 12 month follow-up between intervention and comparison units . Overall, increased staff skills and changes in practice that were facilitated during the 5 weeks staff training intervention period were not sustained long term. A qualitative study of focus group data suggested that factors internal and external to the organization, as well as limitations of the intervention itself, may have contributed to this problem. The complexity inherent in implementing this type of intervention, in this setting, was highlighted. We wished to investigate this complexity further, to identify what may have contributed to, or impeded, lasting change in staff attitudes, behaviours and/or working practices, beyond the immediate intervention period.
We carried out a rapid realist review to create a framework for a realist evaluation of the GetREAL intervention (Bhanbhro et al. 2016) . There are no previously published reviews addressing the effectiveness of recovery-based staff training interventions in terms of lasting change in practice.
The review Aim
Our overarching review question was: When multidisciplinary teams working in a mental health inpatient rehabilitative setting participate in a work-based training programme aimed at increasing their engagement with recovery-oriented practice, what factors enable, or inhibit, lasting change?
Design
We used rapid realist review methodology. The PROSPERO reference number for the published protocol for review is: CRD42015016138. In reporting this review, we have followed the RAMESES reporting standards (Wong et al. 2013a) .
Realist methodology is gaining traction in the evaluation of complex interventions, especially when the intervention is found to be ineffective overall in certain contexts (Moore et al. 2014) . A realist review looks beyond whether an intervention 'works' or not and gives plausible explanations as to 'what works for whom in what circumstances and in what respects' (Pawson 2006a, p. 74) . It is a theory-driven approach to evaluation, where underlying assumptions about how an intervention is thought to work (called 'programme theories') are identified through literature searching and discussion with stakeholders. A 'long-list' of programme theories is produced and those of most interest are examined and refined iteratively through purposive searching and sampling of literature evidence (Pawson et al. 2004) . The programme theories describe: (a) the contextual circumstances where a programme (or others like it) would be predicted to lead to one or more outcomes of interest; and (b) the mechanisms which may be operating to generate these outcomes. They are typically expressed as Context-Mechanism-Outcome (CMO) configurations. As different people interpret C, M and O differently, early in the review, we clarified our team's shared understanding of Context, Mechanism and Outcome (Box 1).
The time-frame to conduct this review was short; it was the preliminary stage of a realist evaluation which was also time-limited. Accordingly, we used rapid realist review methodology as described by Saul et al. (2013) and summarized in Figure 1 . We created a Local Reference Group (LRG) comprising psychiatry, occupational therapy and former nurse researchers and practitioners who were members of the original GetREAL project team and also an Expert Panel (EP) comprising mental health rehabilitation researchers and practitioners known to the LRG or other EP members via professional networks. We expedited the review using both groups to help identify relevant documents and consulting the LRG to 'sense-check' and prioritize our emergent programme theories for maximum utility to our realist evaluation. In addition, we were able to test and refine our prioritized theories with reference to selected case studies from the literature, but (due to the 'rapid' nature of this review) this was not exhaustive. The bibliographic database searches were performed by MG in September 2014, using search terms relating to the type of intervention of interest (workplace staff training for recovery-based practice) and the setting (inpatient mental health rehabilitation units). There were no geographic or date limitations but English language papers only were considered. The databases and websites searched are listed in Box 2. See supplementary File S1 for an indicative search strategy.
Screening was performed by MG, SB and SC, following initial piloting with a subset of 10 papers to ensure we had a shared understanding of our inclusion/exclusion criteria (which we developed collaboratively), shown in Box 3. We were more inclusive for the literature from the other sources. These documents were specifically suggested by the stakeholders, came via highly relevant websites, or were cited by, or themselves cited, highly relevant papers and we included any document which related to mental health inpatient rehabilitation and/or staff training and lasting change and which could offer insights to support our theory development.
We identified potential case studies from those relevant primary research papers that involved some empirical evaluation of lasting change in recovery-based practice, attitudes or behaviour. We undertook further searches and contacted authors to identify all relevant published or unpublished documents ('sibling papers') relating to these potential case studies. 'Cluster' searching techniques were used. These searches were conducted (by MG) between December 2014-March 2015.
Following the searches for 'sibling' papers, the utility of the resulting study clusters was judged on the basis of: (a) relevance to the theories under scrutiny; (b) conceptual richness ('a degree of theoretical and conceptual development that explains how an intervention is expected to work') (Booth et al. 2013 p. 4) and (c) contextual thickness (detail about what is going on the intervention, the intentions behind it and the wider context where it is situated) .
Data extraction and quality appraisal
We read and considered the relevant literature, for each document noting (rather than formally 'extracting') how a recovery-oriented training programme was supposed to work, was thought to work, or was thought not to work and/or relevant contextual information. We further noted whether any insights came directly from a finding of the study or policy guidance, were the author's opinion or speculation, or were the reviewer's own thoughts following reading the source. For the primary research documents which fed into the prioritized programme theories, a data extraction matrix was used to capture details about the setting, research aims and design, intervention and outcomes (the key extracted data are shown in Table 1 ). In keeping with realist methodology, appraisal of the contribution of each piece of extracted data, based on its relevance to theory development/refinement and its rigour (whether the methods used to generate that piece of data were credible and trustworthy), took the place of quality appraisal of the whole document or study (Wong et al. 2013a) . This is because there may be 'nuggets' of wisdom in poorly designed studies (Pawson 2006b ).
Synthesis
As with any realist review, the process of moving from data extractions to developed programme theories was iterative, with surfacing, consolidation and refinement of our CMOs taking place in parallel with ongoing consideration of the literature. This was carried out by MG but emergent CMOs were discussed with others in the review team to obtain multiple perspectives. Any single piece of evidence rarely presented a clear articulation of Context, Mechanism and Outcome in combination: typically it would provide some insight into a combination of Context and Outcome, with a Mechanism either suggested by the study author, or (more usually) generated by the reviewers' abductive reasoning, that is, 'examining evidence and developing hunches or ideas about the causal factors linked to that evidence' (Jagosh et al. 2014) . A careful audit trail was therefore maintained to trace the final refined CMOs to the sources and processes generating them. We generated 49 programme theories (CMO configurations) which included seven Mechanisms linked to the final Outcome of lasting change. Other intermediate Outcomes were identified (e.g. staff attendance or engagement during training; management buy-in), but these were captured as Contextual factors feeding into that final Outcome. Our theories were validity-checked by our LRG: we asked via an online questionnaire how 'important' each LRG member felt each Mechanism was, in light of their own experiences, by rating it on a 5-point Likert scale. We defined 'importance' as being 'of interest, value and relevance' for interventions such as GetREAL seeking to achieve long-term change in recovery-based practice. As we had generated more CMOs than could be refined within the time constraints of this rapid review, we invited respondents to select the three most important CMOs under each Mechanism. We received six responses from a total of 12 LRG members. Adopting a pragmatic approach, we used the total scores for each Mechanism to prioritize the top two Mechanisms by importance and then under these priority Mechanisms, to focus on those CMOs that had at least four votes as our priority theories.
Results

Search outcomes
A document flow diagram is shown in Figure 2 . As shown, from 1306 unique documents from the database searches and 22 further documents from other sources, 51 documents were relevant for our theory generation, of which 22 documents contributed to our prioritized theories. The key characteristics of these 22 documents are summarized in Table 1 .
Of the primary studies found in our searches, most provided anecdotal data from which Contexts and Mechanisms leading to long-term change could be inferred, but not demonstrated. Three studies that evaluated change following training did so via a before and (immediately) after comparison (Donat et al. 1991 , Valinejad 2001 , Pollard et al. 2008 and only four performed comparisons over longer periods (12-15 weeks in Way et al. 2002, 6 months in Kensler 2010 and Meehan & Glover 2009; 12 months in Tsai et al. 2010) . Therefore, these four papers with long-term evaluations presented themselves as potential case studies. We returned to our original search results to find potentially relevant studies in other mental health contexts. We identified two further case studies (Eklund et al. 2014 , Le Boutillier et al. 2015 , both in community settings. Of these six potential case study clusters, four were found to be relevant to the priority theories and cluster searches yielded seven additional records related to these case studies ( Table 2 ).
The programme theories
We identified seven potential Mechanisms (M) for lasting change (the Outcome) when mental health rehabilitation staff undertake recovery-oriented training, which we labelled: Reinforced Direction; Recovery is Everyone's Responsibility; Resourced for Recovery; Recovery is Important; Recovery is Realistic; Receptive Staff; and Supported Change. We identified 49 possible CMOs, setting out how specific Contextual factors (C) might cause one or other of these Mechanisms to 'fire', or to be blocked. These are summarized in supplementary File S2. A full statement of our 49 CMOs, organised by Mechanism, is provided in supplementary File S3.
From our LRG consultation, no respondents classified any of the Mechanisms as being of Little Importance or Not Important, giving all Mechanisms some validity. The top two Mechanisms were Supported Change and Receptive Staff, with seven prioritized CMOs under these.
Evidence for our priority theories
We present below a statement of each priority theory and evidence how it is supported by data extracted from the case studies and the other literature shown in Table 1 . To aid the reader, we have indicated which aspects of the theory statements relate to the Context (C) and the Table 2 Case study clusters for priority theory refinement.
Case study 1: Bartholomew and Kensler (2010) ; Bartholomew and Zechner (2014) Bartholomew and Kensler (2010) relates to implementing Illness Management and Recovery (IMR) firstly in transitional unit and then other complexes including acute and admissions, in a state psychiatric hospital in the USA (see Table 1 ). Bartholomew and Zechner (2014) explores the link between the service user's 'dose' of IMR and their risk of readmission. Case study 2: Way et al. (2002); Bassman (2000 Bassman ( , 2001 ) Way et al. (2002) relates to the NY Core Curriculum 3-day mandatory training programme, which includes a Recovery module, for staff of adult and forensic mental health facilities in the USA (see Table 1 ). Bassman (2000 Bassman ( , 2001 describe his experiences as an ex service user providing input to the NY Core Curriculum. Case study 3: Le Boutillier et al. (2015) ; Slade et al. (2011); Bird et al. (2014) ; Leamy et al. (2014) Le Boutillier et al. (2015) relates to an exploratory part of a study (REFOCUS) to investigate barriers and facilitators with providing recovery-oriented support for community mental health staff in England. Bird et al. (2014) is the intervention manual for the REFOCUS staff training/change intervention aimed at supporting the development of a recovery orientation in community mental health teams. Slade et al. (2011) is the protocol of the REFOCUS trial. Leamy et al. (2014) is a rich qualitative study of the REFOCUS trial. Case study 4: Eklund et al. (2014) ; M Eklund pers. comm Eklund et al. (2014) is an evaluation of an intervention to improve day centre services for people with psychiatric disabilities, in Sweden. M Eklund pers. comm. is a draft manuscript for a qualitative evaluation of staff's experiences and perceptions of developing and implementing the intervention.
Mechanism (M). In each case, the Outcome (O) is lasting change in practice.
Collaborative action planning
Collaborative action planning between staff groups and service users (C) (in particular where the action plan utilizes existing strengths of the individuals concerned (C)) leads to staff feeling engaged, valued and involved (M) and hence 'Receptive to Change' (M). Imposing an action plan on staff members (C) will block staff 'receptiveness' (M). A Team Recovery Implementation Plan (TRIP) instrument for action planning has been used in several mental health organizations (Repper & Perkins 2013) . The importance of co-production is stressed: staff at all levels and service users should be involved on an equal footing in discussions about the current situation and achieve consensus on ways forward. Staff members need to be honest about real external or organizational constraints that they experience, something which may be difficult: 'Too often they [staff members] feel they must not 'wash their dirty linen in public'' (Repper & Perkins 2013 p. 4) .
In case study 4, a staff training/change intervention in Northern Sweden for enriching psychiatric day centres for attendees (Eklund et al. 2014) involved staff members' production of a centre intervention (enrichment) plan. Some co-production was afforded by the centre attendees' provision of feedback to the plan, which could be revised. The authors observed, however, that 'the balance between staff and user influence may have been suboptimal' and that 'involving the attendees in the one-day training session and the workshops would possibly have resulted in a more powerful intervention' (Eklund et al. 2014, p. 6) .
Incorporating recovery into an existing change programme Incorporating recovery into an existing change programme (C) may help with staff engagement, enthusiasm and change 'receptiveness' (M), in an organization subject to much recent change (C).
The difficulty of prioritizing and operationalizing recovery in addition to other, potentially competing, organizational change processes has been acknowledged in the context of community mental health services (Le Boutillier et al. 2015, case study 3). Trying to leverage some of this existing change may reduce change fatigue, although we found no literature evidence to support or refute this.
Dealing with a climate of job uncertainty and fear Challenging contextual factors (e.g. economic cutbacks and job uncertainty) (C) will prevent staff members feeling involved, engaged or valued (M) and hence block their 'receptiveness' (M) to a change programme. During the 12 months after the GetREAL training programme, one of the intervention units closed down and many others experienced uncertainty in a period of turbulence in the UK healthcare system due to the economic recession. The REFOCUS intervention for community mental health teams (case study 3) took place at a similar time and Leamy et al. (2014) state on p4 'the organizational changes were of such intensity that workers reported focusing on and prioritizing their own survival'. It may be overly ambitious to try to engage members of staff with a training/change programme at all in such overwhelmingly negative circumstances. For this reason, a pilot site that was 'not in crisis' was purposively chosen to test the Illness Management and Recovery (IMR) programme in the USA (Bartholomew & Kensler 2010 p110 , case study 1).
Regular collaborative meetings
Regular meetings between staff groups and the training team and/or a local change lead ('champion') (C), in a supportive organizational culture (C), help staff members feel supported by their peers and managers in the change programme (M).
Multidisciplinary staff meetings for sharing concerns and problem-solving is desirable (Joint Commissioning Panel for Mental Health 2013), although it may be difficult for some staff members to share their concerns if they view workrelated stress as 'normal', or if they see themselves as carers, not needing care themselves (Meaden & Hacker 2011) .
Weekly meetings with university consultants, involving group problem-solving and discussions, were built into the IMR programme (Bartholomew & Kensler 2010 , case study 1). Here, trusting relationships were supported by the fact that the university faculty had no authority over the clinicians. Similarly, supervision from the research team was built into the psychiatric day centre enrichment programme (Eklund et al. 2014 , case study 4). Here, staff focus groups revealed high levels of satisfaction with these supervisions: 'Staff's reflections and feelings of guidance and confirmation were essential for the development and implementation of the enrichment intervention' (M Eklund pers. comm.). Not surprisingly, this supervision was found to be ineffective in one-day centre having a substantial staff turnover (M Eklund pers. comm.).
Multidisciplinary staff groups that persist beyond the end of a training programme can help to create an ongoing shared vision (Pollard et al. 2008) and can provide a vehicle for sharing good practice and synthesizing approaches between different groups (Valinejad 2001) . Measures can be taken to enable participation from different staff groups working on different shifts, but here it will take time to develop a true sense of group 'cohesion' and purpose (Narevic et al. 2011) .
Appointing a change agent or 'champion' A local change agent or 'champion' (C), if supported by management in that role (C), may help to persuade, encourage and empower (M) other staff members to change -that is they feel 'supported' to change (M). To be effective, a champion will need to have programmatic optimism, good interpersonal skills, the respect of colleagues and be influential (C).
The use of a champion 'on the ground' might be a possible strategy for lessening any sense of coercion experienced by staff who are expected to change their behaviour (Bartholomew & Kensler 2010 , case study 1). In the REFO-CUS intervention (case study 3), Leamy et al. (2014) report that in some cases, team leaders, psychiatrists or other senior clinicians championed the intervention through actively attending the training sessions and working with the trainer to 'bring on the team'. Corrigan (1995) describes champions as 'yeoman clinicians who exhibit sufficient excitement and knowledge to shepherd rehabilitation innovations through implementation and maintenance phases of programme development' (Corrigan 1995 p. 514) . They have 'communication skills that help them express complicated ideas simply [and] good interpersonal skills that serve them well in building consensus among peers' (Corrigan 1995 p. 517) . A survey of 47 nursing, professional and administrative staff of Extended Care Units in a hospital in Illinois, US (Corrigan et al. 1993) found that peer nominated champions possessed more programmatic optimism than their peers. These individuals reported significantly fewer barriers -specifically, institutional constraints and philosophical opposition -to implementing behavioural interventions, than those who were not nominated.
Programmatic optimism and communication skills are not enough however: a champion is powerless if not supported by management, or if not well embedded in the multidisciplinary team. As McCracken and Corrigan (2004) observe on p. 236, 'Institutional constraints may result in a catch-22 situation where evidence-based practice therapists have little influence over the institutional constraints because these factors place them outside the power structure needed to influence the institutional factors.'
Management support, supported role flexibility Explicit management endorsement and prioritization of the change (e.g. through getting involved in the programme; endorsing an action plan for change; measuring progress; incorporating external drivers for change) (C) helps staff members feel supported to make the change (M) even if it entails moving outside their traditional occupational role and taking some risks (C).
Management endorsement and prioritization are important for staff members to make long-term changes in practice; in particular if these changes are challenging. Marlowe et al. (1983) present a case report comparing the experiences of two units from separate hospitals in Florida, USA, which underwent a staff training programme to implement psychosocial rehabilitation. Although fidelity to the programme was poor and there was little empirical evidence to enable formal evaluation, a comparison of two units found that overall, the unit with supportive management (locally and at administrator level) fared better. Similarly, drawing conclusions from largely anecdotal information, Bartholomew and Kensler (2010) (case study 1) stated regarding the IMR programme that 'Ultimately, it was the support of the CEO [Chief Executive Officer] and ongoing discussions with the leaders who had concerns that allowed the project to eventually achieve broad support' (Bartholomew & Kensler 2010 p112) .
Mechanisms of management support may be built into the programme, for instance by ensuring managers attend the training. In the New York Core Curriculum training programme (Way et al. 2002 , case study 2), hospital executive staff attended the three-day (mandatory) training programme. The authors observed that 'executive staff members were present at the ward training to stress the importance of the training and to resolve problems' (Way et al. 2002 p402) . However, making programmatic provision for management support does not guarantee management buy-in, in word and deed. A behaviour management in-service training programme for staff in an Extended Care Unit in Lincoln, Nebraska (Vangen 1991) included additional modules for supervisory staff which included the assignment of in vivo exercises for them to perform. In practice, take-up of these exercises was poor for nursing supervisors, compared with other staff groups: 'The main message of the Supervisors' Modules, that ongoing training and supervision of direct care staff is a necessary part of behaviour management, was apparently lost on many of the supervisors' (Vangen 1991 p68) . In the same study, the registered nursing staff members were found to view the ward in a more optimistic manner, as measured by the Ward Atmosphere Scale, than other professional staff and technician staff. Therefore, it was suggested that the supervisory nurses would have little motivation to change the social milieu if they already saw it in a positive light (Vangen 1991) .
Ensuring support from senior management may be challenging when organizational change to support recovery-based practice may be perceived to be at odds with competing business priorities and contractual objectives, or when a recovery intervention may be seen as an implied criticism of existing practice (Le Boutillier et al. 2015 , both case study 3).
Le Boutillier et al. (2015) 's study of community care mental health trusts (case study 3) found that 'The relationship of recovery to the statutory clinical obligation of risk management was seen as a competing priority. Staff felt they would encourage recovery support through positive risk-taking if they were better supported by the organization' (Le Boutillier et al. 2015 p5) . In the same case study, the qualitative evaluation of the REFOCUS trial found a variation in attitudes and behaviour towards risk-taking across the participating teams .
Modify organizational structures to support change If organizational structures, processes and systems (e.g. working practices, responsibilities, policies, documentation and performance reviews) are modified (C) to facilitate the move towards recovery-based practice, staff members will feel supported by management (M) in changing their practices.
In a collaborative project between a university and a hospital in New Jersey, USA, aimed at transforming the hospital's philosophy of care to a greater focus on recovery (Birkmann et al. 2006) , an initial needs assessment exercise identified organizational activities and processes that needed to be changed in parallel with staff training. Similarly, describing the IMR programme (case study 1), Bartholomew and Kensler (2010) observe that unless patient recovery goals are systematically included in their individual treatment plan, the IMR group will act as a treatment 'bubble' while the rest of the treatment team may be acting at cross-purposes with the patient.
It is, of course, no trivial undertaking to modify organizational structures, processes and systems to facilitate longterm change towards increased recovery-based practice. Additional resources and support, beyond the remit of the programme itself, will be required (Bartholomew & Kensler 2010) and in some instances staff will be forced to work with what they have: in case study 3 a psychiatrist commented that it was impossible to procure an electronic system using data fields which supported recovery-based thinking and practice -they had to work with what they had and 'serve the system' (Le Boutillier et al. 2015 p5) . The tension between traditional service infrastructures, with their hierarchical, clinical structures and service priorities, vs. the individualized approach of recovery-based practice, emerges strongly from this study.
When an organizational systems or process change is made, there needs to be clarity: who is authorizing the change? How will it be followed-through? This was posed as another important contextual factor explaining the differences between the two units in the case study report by Marlowe et al. (1983) .
Discussion
This is the first literature review investigating the factors leading to lasting change following a recovery-based training intervention for inpatient mental health rehabilitation staff. Our findings are, perhaps, unsurprising. We found that lasting change in practice is facilitated if staff feel receptive to the idea of increasing recovery-based practice and supported (by colleagues, managers and organizational processes and systems) to make the changes. Receptiveness may be hindered when the organization has undergone much recent change: change fatigue is a recognized phenomenon in nursing (McMillan & Perron 2013 , Royal College of Nursing 2013 . One unit participating in the GetREAL intervention incorporated the training with an existing Productive Ward programme (thereby reducing the effect of change fatigue) to good effect (Bhanbhro et al. 2016) .
We found that staff members need to feel supported to move beyond their traditional role boundaries and to be able to take risks. An organizational commitment to positive risk-taking, rather than a culture of blame, has previously been endorsed (Shepherd et al. 2010 , Boardman & Roberts 2014 . Effective interdisciplinary collaboration can also help staff feel supported. In the context of rehabilitation/community care, the 10 competencies of an effective interdisciplinary team proposed by Nancarrow et al. (2013) include shared values, a culture of trust and consensus, intra-team communication and collaboration and collaborative decision-making. These competencies would seem to be equally applicable to and desirable in, interdisciplinary teams working in mental health rehabilitation.
Using rapid realist review methodology, we have drawn from a sizeable body of published and unpublished research and grey literature, to develop our programme theories. Our findings are richer than those we would have obtained from a conventional review of intervention effectiveness, given the shortage of long-term evaluations of recovery-based staff training interventions we and others (Campbell & Gallagher 2007) , have highlighted. One limitation of this review is that we have not attempted to produce mid-range theories having wider utility for design and evaluation of a broader range of interventions. Rather, the theories we produced have had specific utility as a framework for a realist evaluation of the GetREAL intervention (Bhanbhro et al. 2016 ) (ensured through stakeholder engagement). Subjecting our theories to a further level of abstraction and explanation using existing substantive theories of individual and organizational behavioural change would be of interest (Wong et al. 2013b) . Another limitation was that we could only focus on a subset of our programme theories, but we have made our other theories available for others to take forward, drawing from wider literature: theory development can help to grow and enrich an understanding of what practice is and what it can be (Walker & Avant 2005 p4). The transparency of process and reporting in this rapid realist review has provided a robust platform on which to build this future work.
We present key implications for practice in Box 4.
Conclusion
Staff training interventions may be designed to increase recovery-based practice through role extension of nursing staff and support workers working in inpatient mental health rehabilitation units. However in such units, the staff members have complex relationships with service users and they experience pressures of time and resources, with competing demands and priorities. These need to be acknowledged. Our review found that however well-designed the training programme is, it is unlikely to lead to long-term change unless other cultural and organizational changes are also addressed. This may involve action beyond the remit of the training programme itself. Adaptions to tailor the training programme to the specific circumstances of each unit may also maximize the chances of successful long-term uptake.
